Introduction
In light of the accumulating scientific evidence, the Mediterranean diet (MD) is suggested to have a positive effect on cardiovascular health, particularly in relation to chronic disease development (1) (2) (3) (4) . Recommendations strongly encourage a Mediterranean-like dietary pattern for prevention of major chronic diseases (5, 6) . In the United Kingdom, several credible organisations that provide dietary information have promoted consumption of the MD to the public, including NHS Choices (7) and Patient.co.uk (8). Little is known about the pragmatic and cultural perspectives of adopting the MD in this non-Mediterranean country and the concept of how British citizens incorporate a Mediterranean diet (MD) into daily life (e.g. food availability, cost, personal preferences and preparation) has remained unexplored. This study addresses this gap and highlights the barriers and facilitators to eating the MD, based on a small sample of British citizens who had participated in an experimental study in the north-east of England (9, 10) . The previous study investigated the combined effects of the MD and an exercise intervention on lower-and upper-limb cutaneous microvascular function in a healthy middle-aged population.
Methods
This study was granted ethical approval by a University of Lincoln ethics committee. A qualitative methodology was employed to investigate participant experiences regarding barriers and facilitators which impacted upon their experience whist eating the MD during the experimental trial. This type of inquiry is important to investigate food-related behaviour, understanding 'how' and 'why' individuals act regarding food choices and consumption (11) . This study used semi-structured focus groups with the expectation that rich contextual information from the participants' views and perspectives would be generated.
A purposive sample (n=11) of adult participants, who had previously enrolled on an 8-week MD intervention study (9) , was approached by email invitation. The invitation outlined the opportunity to discuss the experience of attempting the MD with other participants involved in the original study, in a University location at a mutually convenient time. All participants were encouraged to attend a focus group with their co-habiting partner (if relevant) to discuss their experiences at home during the trial. Each participant received a £10 shopping voucher for participation.
Eight of the eleven participants from the original study (9) took part in this study. Three co-habiting partners also attended. In total, 11 participants (mean age = 54.3±4.0 years) attended three focus groups (mean time = 32±10 minutes) which were staged up to two months after the original study at a University location at a mutually convenient time.
Focus group discussions were facilitated by the lead researcher and an experienced qualitative researcher and were Eleven participants (including three co-habiting partners) in three focus groups, ranging between 50-65yrs with a mean age of 54.3yrs (±4.0) Results: Thematic analysis from the focus groups revealed that participants considered that the MD intervention had introduced a better quality of food, widening the food-horizon and allowed them to re-define cultural eating habits. They also reported several physical benefits from adapting to this diet and found the experience as positive. Whilst claiming that the MD was an enjoyable and pleasurable, the participants did express difficulty adapting to the eating pattern, finding difficulty in purchasing food items, an increase in food costs and found work, stress and time pressures undermining adherence. Conclusion: The participants' experiences suggested that the MD was an encouraging dietary change with a middle aged non-Mediterranean based population group. Future MD interventions should tailor interventions and support participants closely, particularly with the necessary planning, organisation and purchasing involved with implementing this diet in non-Mediterranean countries. Secondly, researchers should also challenge any erroneous assumptions regarding the consumption of Mediterranean food, which may hinder implementation.
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audio recorded (supported by field notes). For consistency, a line of questioning was selected instead of a topic guide, for the semi-structured focus groups (12) . Questions asked were designed to answer 'concept-driven' (13) research questions, exploring: 1) facilitators to the MD diet in the UK (e.g., "what was particularly enjoyable about the diet?"), and 2) barriers to the MD diet in the UK (e.g., "what difficulties did you face when buying the food items?"). Questions remained open to encourage explanations and foster discussion with probes and follow-up questions utilised (12) . By keeping the structure relatively open, the participants discussed issues they viewed as important (14) .
Researchers familiarised themselves with all recordings, which were listened to for familiarisation and transcribed verbatim. Data received thematic analysis via deductive and inductive processes. The following concept-driven questions created an organisational framework: 1) facilitators, and 2) barriers. Data were then given open codes (15) , which were arranged in relation to which of the key questions they concerned, providing 'meaning units' (16) for either: 'barriers' or 'facilitators'. Following this, open codes were then inductively analysed into tentative categories and submitted to a process of constant comparison (17) to establish that: 1) the categories differed significantly from each other, and 2) the emerging themes were both embodied by the quotes within them, as well as being internally consistent (18) . Throughout the analysis stages, interpretative coding (latent) was performed to examine participant ideas, assumptions and conceptualisations (13, 19) .
The following processes were conducted to confirm the analysis: inter-rater checking (regarding the open coding process), consensus validation (regarding the organisation of themes), peer debrief and collaboration (20, 21) .
Results
The following section has two main constructed themes from the conceptual questions on 'facilitators' and 'barriers', which are presented in bold. Themes emerging from the analysis are outlined in-text with italics. Table 1 provides an overview of the findings. Quotes are displayed with the speaker's reference given in the form: [participant number, focus group number].
Facilitators
The participants explained that the MD had been an enjoyable and pleasurable experience. Indeed, the attempt to integrate the diet into their lives had generated a sense of pleasure and fulfilment to meal times:
"we did enjoy it you know, especially when you finished work and you come home and you're tired and you've got some lovely Mediterranean food" [01, 01].
As part of the MD intervention, the participants were asked to try a wide variety of Mediterranean foodstuffs with recipes and menus. Whilst attempting the various suggested meals, participants recognised that they had widened their foodhorizon. Secondly, they felt that the diet introduced a better quality of food into their normal eating habits:
"we're probably having fish at least three times a week… avocados too" [04, 02], and "I stopped eating a lot of processed food" [05, 02]. Indeed, the diet had a socio-cultural impact on households with participants redefining cultural eating habits at meal-times and reporting changes to commensality with enhanced dining and eating experiences noticed:
"so I guess the benefits are in your lifestyle aren't they and your attitude to eating. We always sit at the table now as well" [04, 02].
Furthermore, since incorporating the diet, participants recognised and perceived that they had experienced several physical benefits related to adhering to the MD, which they regarded as important for their current health status:
"after I think about a month or so -I was beginning to feel a lot better a lot more easier, the size of my belly was coming down" [01, 01].
Barriers
The participants reported challenges in adapting to the eating pattern, particularly at the start of the MD intervention. It was viewed that changes in organisation, preparation and purchasing food required substantial changes from the normal routines of participants:
"Time to prepare and more time to eat, is probably that ideal scenario around those types of foods isn't it?" [08, 03].
Participants did express difficulty in accommodating the diet with stress, work and time pressures undermining adherence. Intense periods of work and in some cases travelling commitments, were cited as real obstacles to sustained efforts to eat MD foods:
"it probably at times was a bit difficult to always stick to it because of, you know work and busy and whatever" [09, 03] .
Furthermore, they viewed it as difficult to purchase food items in with little support to find and locate items in supermarkets, often spending extended time in stores, examining products:
"we needed to start reading labels, and that is confusing. So my husband buys something and I buy something and I say 'don't buy it in because it has too much'…'no it doesn't'….'let me see'…." [02, 01] .
Additionally, it was indicated that adapting to this diet in England resulted in an increase in food costs for the participants involved:
"I found sometimes that I was maybe spending a bit more than I normally spend" [10, 03] .
The participants also viewed the British culture and climate as non-conducive to this pattern of eating, particularly in the autumn and winter months. They felt that comfort food and the temptations of other more traditional British foods were preferable in days when: Volume 19, Number 10, 2015 "you get your cold, damp, horrible miserable nights, the last thing you want to do is come back home and look at a salad" [11, 03] .
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Discussion
Findings revealed the enabling factors and apparent challenges when attempting to adhere to MD in a nonMediterranean country. Participants reported that the MD was challenging to implement over the 8-week intervention period. Indeed, the time involved in purchasing, organising and preparing food was cited as an imposing barrier for those in full-time employment with the additional pressures of time and family commitments. It was felt that more support was necessary to help establish a sustainable pattern of MD foods and the participants underestimated the extent of change from their usual diet. Furthermore, it became apparent that more time should be spent in explaining the variety of dishes and ingredients incorporated in MD, as the established notion that "salads are key MD dishes" appeared to be the case with some of the participants. This also illustrates some uncertainly to whether the participants' views about implementing the MD are commensurable with 'real-life' and whether erroneous assumptions are apparent (possibly on the Mediterranean lifestyle). Indeed, a limitation of this study is the inability of distinguishing whether the barriers faced are 'real' or just perceived. Even so, it is advisable to carefully consider the eating and lifestyle habits which complement the MD and how these factors are transferred to non-Mediterranean based populations attempting similar interventions (22) . Additionally, it would be reasonable to assume that the cultural and lifestyle barriers encountered by non-Mediterranean population samples in intervention studies are more imposing factors to implementing the MD than those residing in Mediterranean countries, particularly in Southern Europe (2, 4, 5) . Despite several epidemiological and prospective cohort studies in non-Mediterranean countries (USA and Northern Europe: [23] [24] [25] , which have shown important associations between MD adherence and reducing cardiovascular risk, specific MD intervention studies in these regions are scarce.
Considering our findings regarding the facilitating factors, there is plenty of scope to implement tailored MD interventions in non-Mediterranean countries. The participants recognised that the change to their current diet was beneficial and that the intervention experience was worthwhile and pleasurable. They became more aware of food ingredients, fruit and vegetable seasons and improved the quality of the food that they consumed. Encouragingly, the 8-week MD intervention had allowed them to reconstruct dietary habits, mealtime routines and purchasing behaviours which illustrated an impactful change in the short-term.
We recommend that those with a public health role (physicians, nutritionists, researchers, practitioners and other advocates) that promote the MD in non-Mediterranean countries should provide tailored assistance for participants. The necessary planning, organisation and purchasing skills required to implement this diet (sourcing food, advising quantities of ingredients etc.) is of utmost importance to those attempting to follow this diet. Furthermore, they should challenge any stereotypical perceptions or assumptions which are thought to arise. This study has contributed to the development of appropriate MD interventions with nonMediterranean based populations, particularly those that reside in Western Europe. The ability to consistently support dietary change for a sustained period of time in a non-Mediterranean country is an apparent challenge and something in which the limited intervention studies in non-Mediterranean regions have yet to investigate despite promising health benefits (9, 10, 26) . 
